PROLAPSE of the rectum is a rare, somewhat misunderstood and neglected condition, which is generally held to occur at the extremes of life. XVe are almost totally ignorant of its cause. Misconceptions regarding its clinical presentation are common. Its management is confused for the average surgeon-who sees relatively few of these cases-by the availability for its treatment of a multitude of methods, the merits of which are hotly disputed by experts. Finally its prognosis, when it afflicts adults, is often considered to be very poor even with treatment, a state of affairs that is accepted with some measure of complacency because of the frequent belief that the sufferers are usually nearing the end of their life-span and are often of enfeebled mentality so as to require institutional care. It is hoped in this short article to correct some of these faulty impressions and to give an account of the achievements of modern surgical treatment. The disease will be separately considered as it is met with in adult life and in childhood.
RECTAL PROLAPSE IN ADULTS Definition
By prolapse of the rectum is meant a circumferential descent of the bowel through the anus. If this comprises only the mucosa and submucosa, the condition is known as a mucosal prolapse; if all coats of the bowel wall are included, it is termed a complete prolapse or procidentia. Incidence In Relation to Age and Sex Prolapse of the rectum is not confined to elderly females. It occurs also in males, though much less frequently, and in both sexes is found at all ages, in men actually more commonly in young, middle-aged persons than in the aged (Hughes 1949; Porter i962b) . It is by no means uncommon to encounter rectal prolapse in otherwise fit, young attractive women, though admittedly the condition is much more often found in older patients of 
Clinical Features History
The most prominent complaint is usually of the prolapse itself, which tends to dominate the scene and obscure other less evident symptoms. At first the bowel only comes down at defacation and returns spontaneously afterwards, but later it prolapses when the patient exerts herself at all, or simply when she is walking about. The prolapse is unpleasant for the patient because of the discomfort caused by the stretching and projection of the parts concerned, and also because of the leakage of mucus and facces which occurs when the bowel is protruding. It is important to realize that the patient may also be incontinent when the prolapse is reduced, for a peculiar laxity of the sphincter muscles, particularly the internal one, is often present in these cases, and there may also be some blunting of normal anorectal sensation. Sometimes it is possible to elicit a history of imperfect control for flatus and faeces preceding the onset of the actual prolapse by several months or a year or so, but in other cases the patient claims normal bowel function up to the commencement of the prolapse. (Hughes, 1949;  Porter i962b) to be poor, with recurrence of the prolapse in over half the cases, and defects of continence in as many. Attempts to improve these results by incorporating suture of the puborectales muscles in the operative technique have not been successful (Porter, i962b). Because of these experiences most surgeons with a special interest in rectal work in this country have abandoned it in favour of various forms of repair, fixation or resection by the abdominal or abdomino-perineal route, but it is still widely used by the generality of surgeons because of its relative safety even in elderly patients, and is specially popular in America where it is associated with the name of Altemeier (Altemeier, Giuseppi and Hoxworth, 1952 ).
Abdominal or Abdomino-perineal Repair without
Resection of Bowel Roscoe Graham (1942) described a technique of repair in which the pelvis is exposed through a lower abdominal incision, the pelvic peritoneum opened between the rectum and uterus and the puborectales muscles approximated by suture between the rectum and vagina. The pouch of Douglas is then excised or obliterated and the abdomen closed. Actually the operation is more easily performed if the lateral ligaments are completely divided and the rectum is fully mobilized down to the anorectal ring before the main stitches are inserted (Goligher I958) . Alternatively, a synchronous perineal approach may be added so that the suture of the levator muscles may be performed largely or entirely from below (Hughes and Gleadell I962) .
A considerable amount of experience with these operations has now been reported in the literature, and between them Goligher (1958, I96I), Palmer (I96I), Sriellman (I96I), Butler (Stephens, I958) . Alternatively the buttocks may be strapped together to support the anal region, but this is rather difficult to maintain. Submucous injections as for internal piles are a very satisfactory treatment which is usually immediately effective, but it involves the administration of a general anesthetic.
